the left side of the anus and extensively involving the perineum and labia. Biopsy showed an invasive moderately differentiated adenocarcinoma.
Due to the size of the tumour a wide perineal excision was planned and reconstruction with a rectus abdominis flap. At operation the flap was fashioned on the inferior epigastric pedicle ( Figure 2) . A proctocolectomy of the defunctioned colon was undertaken leaving the ileostomy intact, and a large perineal defect resulted. The flap was delivered through the pelvis and sutured in position. The patient made an uneventful recovery.
Histology showed stenotic areas with flattened mucosa in the defunctioned rectum. The tumour was 7 em in diameter, a moderately differentiated mucoid adenocarcinoma invading perineal and perirectal fat but with excision margins tumour free.
At follow-up two years later she remains well with no evidence of recurrence. The perineal flap is healthy and the abdominal wound has healed without an incisional hernia.
Discussion
In this case the myocutaneous flap has provided an excellent result in reconstructing the perineum after extensive resection and we are able to support Shulka and Hughes in advocating the technique. Alternatives would have been to employ radiotherapy with or without subsequent resection", but the rectus flap has the advantage of a single procedure. One possible disadvantage of the myocutaneous flap in this situation is that it may be easier to fashion before resectability of the lesion has been fully assessed. The pathology in this case is of interest. The association of Gamete intrafallopian transfer (GIFT) was first described by Asch' and the less invasive technique of direct intraperitoneal sperm insemination (DIP!) was first described by Forrler et al." . The initial optimism for DIPI has not been supported and success rates of around 10% per cycle are now being reported", The pregnancy rate by GIFT is much more encouraging with success rates in the order of 30% per cycle". However, GIFT requires a much larger expense than DIPI and also an embryologist.
Successful treatment of infertility using laparoscopic intraperitoneal sperm insemination (LIPSD with follicular
Laparoscopic intraperitoneal sperm insemination (LIPS!) was developed in an attempt to find a method that is somewhere in between the two that can be carried out in any NHS establishment with relative ease. We are reporting the first success obtained in our first case.
Crohn's disease with intestinal malignancy is well recognized. Despite this, Preston et at. 3 found only two cases of squamous cell carcinoma of the anus in 450 patients with anorectal Crohn's disease over a 25 year period. However in this case the tumour was an adenocarcinoma presenting at the anus in a patient with multiple Crohn's fistulae and it is quite possible that this is a case of adenocarcinoma arising in a fistula. Chaikhouni et al. 4 reported a case of adenocarcinoma arising in a patient with Crohn's disease in a perineal fistula and found only one other case in the English literature.
Recently Ball et at. 5 have reported three further cases and interestingly, two of these were, as in our case, mucous secreting adenocarcinomas. They postulate that there may be an increasing malignant potential in Crohn's disease with the perianal region a particular risk site. 
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Case report
Mrs JW and Mr MW, both 40 years old, Caucasian, and 5 years of primary infertility were referred to our clinic. Mrs JW had a regular 30 day cycle with ovulation being documented by luteal phase progesterone. Tubal patency had been confirmed both laparoscopically and with hysterosalpingogram and all other investigations were normal. Mr MW's semen analysis was normal and a postcoital test carried out on day 13 of the cycle was positive. In the past they had undergone three failed AIH (artificial insemination by husband) attempts. They were entered into the LIPSI programme currently underway at St George's Hospital. Mrs MW had her cycle delayed with norethisterone so as to ensure that laparoscopy could be done on a routine list. Clomphine 50 mg was taken on days 2-6 and Pergonal 2 ampoules on days 5, 7,9 and 11 were given intramuscularly. A scan on day 12 noted that she had four follicles, two of which were in excess of 17 mm in diameter and thus 10 000 units of HCG was given to her on day 13 at 1800 h.
A laparoscopy was carried out on day 14 at 1200 h (i.e. 18 hours post HCG). A semen sample was provided after three days abstinence on the morning and was prepared by the conventional technique. At laparoscopy normal pelvic findings were confirmed and two follicles were punctured with a Verres needle. The follicular fluid was allowed to flow freely. One hundred microlitres of culture medium containing motile sperm (2 million) was inserted in the vicinity of each fimbrial end and 2 ml of Earles's medium was inserted into the Pouch of Douglas. AIH with an additional 100 microlitres of sperm was also performed. The patient was asked to rest and abstain from intercourse for the next two nights.
She missed her next period and a scan three weeks later confirmed an ongoing pregnancy. At five weeks of gestation the Crown Rump length confirmed the dates of pregnancy. After an uneventful pregnancy, the patient had a spontaneous 0141-0768/89/ 060370-021$02.00/0 ©1989 The Royal Society of Medicine vaginal delivery at term of a 3.75 kg baby boy. Both mother and baby have since done well.
Comment
The LIPSI programme has been instituted at St George's Hospital, after approval by the ethics committee. The procedure is easy to carry out on a routine gynaecology operating list. Couples like the one described are recruited into the programme.
It is felt that the advantage of this technique over DIPI is that by individually puncturing the follicles, release of the oocytes at the time of insemination is ensured. Increasing experience with the method might enable us to determine the optimum size and the number of follicles that should be ruptured in order to give Journal of the Royal Society of Medicine Volume 82 June 1989 371 the best results. The present policy is to rupture all follicles that measure more than 17 mm in diameter on ultrasound.
Pain in the anorectum or perineum is usually due to common and easily recognized disorders such as thrombosed external haemorrhoids, intersphincteric abscesses, anal fistulae or anorectal cancer, but when no obvious cause is found, management is difficult. We present a case report which suggests that bilateral internal iliac artery occlusion, exacerbated by poor or absent collateral flow, may cause anorectal and defaecation pain. The literature of known or possible causes of this clinical problem is also reviewed.
Case report
A 59-year-old Caucasian male presented to outpatients with a 10 year history of anorectal discomfort. His discomfort comprised of two quite separate components; a constant dull ache with exacerbations of acute pain on defaecation or defaecation straining. Four years prior to presentation he developed intermittent claudication in the left calf at 60 m. He had smoked 10 cigarettes per day for at least 30 years. There was no history of diabetes, cardiac or cerebrovascular disease. The patient had been impotent for two years, experiencing failure of both erection and ejaculation.
On examination he was normotensive (120nO mmHg) with a regular pulse. All the pulses in the left lower limb were absent. Rectal and proctosigmoidoscopic examinations were normal. Rectal biopsy revealed normal rectal mucosa. Barium enema examination was normal. Transfemoral aortography demonstrated occlusion of the left common and external iliac arteries with a large collateral vessel entering the left common femoral artery. Occlusion of both internal iliac arteries was demonstrated with poor collateral flow to the pelvic viscera ( Figure 1 ).Both superficial femoral arteries although diseased were patent but poor run-off below the left popliteal trifurcation was demonstrated in all three vessels.
Having refused surgery for disabling claudication the patient has been followed up for two years. His anorectal pain, both constant and on defaecation increased. His claudication, however, remained stable, with no development of rest pain.
Discussion
This patient has anorectal pain at rest with exacerbation during defaecation somewhat analogous to intermittent claudication in the calf in association with rest pain in the foot. It is therefore tempting to propose that such pain is due to ischaemia of the striated muscle of the pelvic floor, i.e. levator ani, pubrectalis and external anal sphincter muscles. There is continuous activity in the external anal sphincter and pelvic floor muscles at rest! which diminishes on defaecation and increases post defaecation" in order to return the pelvic floorto the resting position.It is therefore at rest and post-defaecation, that ischaemic pain might be experienced. Several syndromes have been described in an attempt to explain possible causes of anorectal pain", Coccydynia is said to consist of dull aching pain or tenderness in the region of
